|[ " PRIOR AUTHORIZATION FAX-FORM ---- KENTUCKY MEDICAID HOME HEALTH SERVICES PROGRAM |

Date Fax-Form Completed: __ / _ /

CLEARLY/PRINTINDA INCOM JRNEDIUNEROCESS
[ISupply ONLY [INew Patient [ JRe-Authorization [CIModification
Start of Care Date (from 485, if available) Date Most Recent 485 Completed:
MAID#: | (10 digits) DCheck if patient has been discharged & provide date of discharge
Demographic Data: [_ICheck if demographic data has changed
Patient Information: Gender: M[] F[]
Last First Mi (check one)

Address:
Home Telephone: ( ) Date of Birth: __/__/___ County of Residence:
Agency Information: Agency Name:
Address:
Requestor Name: Contact (if different)
Telephone #: ( ) Fax #: ( ) Provider #: (8 digits)

Clinical Information: Primary Dx(s) [ICD-9-CM code & descriptions]:
Secondary Dx(s) [ICD-9-CM code & descriptions]:

Is patient restricted to home due to medical conditions? || Is there a willing and reliable caregiver?
I:IYes DNO ...1f no, please explain need for home health DYes [:INQ ... If no, give reason why unwilling and
services in lieu of outpatient services: unreliable:

Update:

FAX COMPLETED §
FAX-FORM TO:
National Health
Services (NHS)

At 1-800-664-5749

7/

°o

IN LIEU OF FAX:
Call NHS
At 1-800-664-5725

Revised: November 2003



